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Women and 
breast-feeding 


The theme ‘the status of women and breast-feeding’ 
has recently hit the headlines. WHY? From time 
immemorial artists the world over have sculpted, 
painted, etched, the lovely nursing infant cradled in 
the arms of its mother. Romantic images come to mind 
of women working in the fields, or sitting in the market 
place, as they breast-feed their babies. So why now 
talk about ‘the status of women and breast-feeding’? 


The problem is that there is now acrisis: more and 
more women are not breast-feeding, and the conse- 
quences for the survival or health of the infant are 
serious. And why are they not breast-feeding? There 
isno easy answer to this question. Butitis worth 
bearing in mind that breast-feeding does not take 
place in isolation; itis one part of awoman’s life. Her 
education, her work, the number of other children she 
has, her state of health and nutrition, and many other 
factors — all these affect her decisions about breast- 
feeding. So, too, does the popular image of the 
‘modern woman’. 


In today’s world, traditional patterns are changing. In 
many populations women are abandoning breast- 
feeding, not necessarily from choice, but rather 
because they are forced by the circumstances of their 
lives to leave their babies for long periods of time. 
Where they are rich enough — asin some European 
countries — or when society is deliberately supportive 
— as in China — women are able to breast-feed 
nevertheless. In many developing countries, how- 
ever, poor women in mainly urban areas, in unsanitary 
conditions, with unclean water and insufficient money 
to buy enough breast-milk substitute, are weaning 
their babies too early — with disastrous results. 


This booklet is intended to raise awareness about 
women’s issues related to breast-feeding. It also 
makes suggestions for actions that women’s organi- 
zations can take to promote breast-feeding. It is not 
meant to present acomplete analysis of all factors 
directly and indirectly affecting women’s decision to 
breast-feed. Nor does it offer a complete strategy for 
improving the status of women in society. Both will 
depend on the particular country’s situation. 


Breast-feeding is the natural and best foundation for 
infant health and nutrition — in any setting. Actions are 
needed to protect and support the practice. If nothing 
is done, the trend away from breast-feeding could 
continue and even more infants and young children 
would be placed at risk of diarrhoeal diseases, 
malnutrition, and death. 
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Introduction 


A great deal of information is now available on the 
practice of breast-feeding: 


e the pattern of breast-feeding: its initiation, continu- 
ation and duration 


e the positive effects of breast-feeding on child health 


e the negative effects on child health when breast- 
milk substitutes are used, especially in poverty 
situations 


e the interrelationship of breast-feeding and fertility 
and maternal health 


e the importance of mother-child ‘bonding’ 
e the various influences on breast-feeding patterns 
e maternity legislation 


These are allimportant. But they are only parts ofa 
larger picture. There is aneed to put women inthe 
centre of this picture and to look at it froma women’s 
perspective; to understand why some women are not 
breast-feeding and why others are; and to look at the 


circumstances and conditions of women’s lives asa 
whole. 


How do these circumstances determine whether or 
nota woman will breast-feed? Or how long she will 
breast-feed? What are the competing factors which 
make it difficult for her to breast-feed? What kinds of 
Situations are favourable for breast-feeding? What 
choice do women have? Who is Supporting them? 


What kind of stresses and anxieties do they experi- 
ence? 


Women’s health, nutrition, and fertility are important 
for successful breast-feeding. How do these affect 
breast-feeding, and how does breast-feeding affect 
women’s physical and mental health? 


Because breast-feeding is so important to good 
health, efforts are being made in all parts of the world 
to promote and protect breast-feeding through such 
means as extensive campaigns, legislative controls, 
and changes in health care practices, among others. 
These measures aim at ensuring that good informa- 
tion is available and they offer crucial support for 
women. But they alone will not be effective in stem- 
ming the decline in breast-feeding unless equal 
efforts are made to improve the other aspects of 
women’s lives as well, so that breast-feeding is seen 
by women as both desirable and feasible, and so that 
conditions are conducive to breast-feeding. 


Women indeed have the right to be able to breast- 
feed. Actions are needed to make it possible for all 
women to exercise this right. 


Women and women’s organizations have key roles to 
play in shaping the policies and programmes that 
affect them so significantly. Women’s organizations 
are in the best position to define the problems in their 
own situation, and to design the programmes that are 
needed to solve them. 


Factors affecting _ 
women breast-feeding 


TIME AND WORK 


For large numbers of women, time and work are 
critical to their decisions about breast-feeding — 
especially about the length of time they breast-feed. In 
both developed and developing countries, women are 
increasingly part of the labour force, whether in the 
formal or informal sectors. This usually involves work 
away from the home so that women are separated 
from their infants. 


Most women working away from home, married and 
not married, are working for money. They need to 
work — for their own basic subsistence and that of 
their family. The large number of women-headed 
households shows how critical this need is, especially 
in poverty areas. 
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Furthermore, women are having to work in situations 
which are notconducive to breast-feeding: in factories, 
in large commercialized agricultural establisnments, 
in shops. Working hours are rigid and long; there are 
usually no facilities for breast-feeding, such as 
creches at the place of work, time off for breast- 
feeding, or flexible hours. 


Many women say that their worry about job security is 
one reason for not breast-feeding, or for stopping 
early. Where unemploymentis high, jobs are scarce, 
and job tenure is non-existent, women are notlikely to 
take leave from work after the birth of their baby, still 
less to take extended leave so that they can breast- 
feed for any length of time. 


Difficulties with transport in urban and semi-urban 
areas put additional pressure on women’s time 
and energy. Distances to places of work are often 
great; the hours spent going to and from work get 
longer as urban traffic increases and as housing 
becomes more difficult to find. 


The long nours put in at the office, factory, field, or 
other work-place are not all of women’s work day. At 
home are the food preparation, water carrying, fuel 
fetching, and the many other tasks of housework. 
Women have to care for their children and perhaps 
nurse the elderly. They are also members of the 
community and as such have many demands placed 
on them, including social and political functions. 


Women’s many burdens and obligations at home and 
at work are aggravated by the fact that they do not have 
the technical means to simplify or lighten their work in 
the household, and by the cultural prejudice that 
housework is ‘women’s work’, not to be shared by 
men. 
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FAMILY STRUCTURES 


These pressures on women’s time and energy are 
growing at the very same time that family patterns are 
changing rapidly. In many developed and developing 
countries, family norms and household patterns are 
changing to match new economic and social realities. 
An important change has been migration: the flight to 
the cities from rural areas by both women and men, as 
well as large scale international migration in search of 
jobs. Urbanization brings with it many changes in life- 
style that have detrimental effects on breast-feeding. 


Throughout the world there are many types of 
families; no attempt is made here to describe them, 
but for women, the crucial question is what kind of 
support the family gives them for child care, house- 
work, money for food, housing, clothing, fuel, etc., 
and for themselves emotionally. Often, it is the older 
daughters (though young themselves) who are the 
child-minders and who help their mothers; but what 
kind of future awaits these girls, who, because of this, 
have missed school and other opportunities for 
changing their lives? How are single mothers man- 
aging? 


The breakdown in extended family systems has also 
resulted in women having less access to information 
about breast-feeding. This is as true for middle- 

class women in nuclear families as for young women 
living far from their families in poor urban ghettos. Both 
are isolated from the traditional women-to-women 
support. 


INFORMATION 


Women’s decisions about breast-feeding are greatly 
influenced by attitudes and images, especially those 
coming through the mass media. The ideals and 
values the media promote are often in direct opposi- 
tion to the support and encouragement of breast- 
feeding. 


In much of Western-style advertising in the cinema 
and magazines, awoman’s body is portrayed as an 
object of sexual gratification. The breast is not nurtur- 
ing, but sexual. Urban women in particular are heavily 
exposed to such ‘advertising’ with its cult of the female 
body. In this way, they are pressured to conform to the 
sculptured ideal: one must be perfect to be desirable. 
The idea that breast-feeding makes breasts sag can 
thus put women off breast-feeding. Such condes- 
cending, or humiliating images of women inthe mass 
media in addition to hindering breast-feeding, are also 
under attack by many women’s groups because they 
feel that such images impair women’s ability to 
appreciate and feel confidence in their own, real 
qualities. 


Advertisements for commercial infant formula 

tend to depict a modern, attractive woman bottle- 
feeding her healthy baby. For women trying to copy 
this model, the idea of bottle-feeding is appealing. 
Such advertisements give the impression that bottle- 
feeding is necessary for the baby’s health. 


Information and attitudes about breast-feeding are 
transmitted through many channels. There has been a 
lot of criticism of health workers (including nurses and 
midwives) who have condoned or even promoted 
bottle-feeding, or who have given incorrect informa- 
tion about breast-feeding. Much of the well-inten- 
tioned breast-feeding ‘education’ has contained 


messages which are too technical or scientific; other 
messages may be moralistic or guilt-inducing, and 
have negative results. The importance of women 
having access to complete, accurate and unbiased 
information about breast-feeding cannot be over- 
emphasized. 


HEALTH CARE PRACTICES 
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In many places, prenatal care does not include good 
enough information about care during pregnancy, or 
about infant and young child feeding, and thus does 
not prepare women for successful breast-feeding. 
Practices in maternity wards and hospitals do not allow 
women to start breast-feeding early enough or to feed 
on demand. Lack of ‘rooming-in’ prevents close, 
continued contact between mother and infant. All too 
often, feeding schedules are set to suit hospital staff 
routines rather than the needs of the mother and baby. 
When health staff provide free samples of breast-milk 
substitutes, mothers may believe that formulas are as 
good as, if not better than, breast milk. 


Anaesthesia, medication, or surgery during delivery 
can interfere with the start of lactation and breast- 
feeding. When women are well prepared for giving 
birth in the natural way and are actually able to do so, 
they are better prepared for breast-feeding. Obviously 
if problems arise during delivery a technical interven- 
tion may be necessary to save the woman’s or the 
child’s life, but under normal circumstances the over- 
use of technology during childbirth is unnecessary 
and potentially harmful. Apart from its threat to health, 
the abuse of technology is criticized by women — 
especially the women’s health movements — as 
representing acontrol over women by the ‘system’, 
and as robbing women of their own female 
experience. 


WOMEN’S HEALTH 


Health is a crucial part of the status of women and of 
breast-feeding. Women’s health does not depend 
solely on the disease and environmental problems 
which are common to the whole community. In addi- 
tion, there are health needs and problems which are 
specific to women — particularly those related to 
reproduction. 


Most women in developing countries are caughtina 
continuous cycle of pregnancies, lactation, malnutri- 
tion, and infections. Their problems are of great public 
health significance. Levels of maternal deaths, while 
high, are only the ‘tip of the iceberg’. Women suffer 
from many conditions of ill-health connected with 
inadequate care during pregnancy and childbirth; 
illegal abortions; nutritional drain caused by too 
closely spaced pregnancies; anaemia; prolapsed 
uterus aggravated by heavy work loads, etc. These 
conditions are chronic ones; persisting over long 
periods of time, they naturally affect work capacity, 
susceptibility to other health problems, child-bearing, 
and breast-feeding. Many of these conditions could 
be prevented if better health education, family plan- 
ning, and maternal care were available; however, 
women’s access to information and services is still 
limited. What then are their opportunities for social 
upgrading or for full and equal participation in develop- 
ment? 
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Many social and cultural practices associated with the 
low status of women contribute to their ill-health. For 
example, differences in child mortality and morbidity 
(e.g. from diarrhoeal diseases) in many countries 
show that feeding patterns, child care, and the use of 
health services favour boys over girls. Much evidence 
also shows that girls and women do not get their 
needed share of the family food. The stress and 
fatigue linked with women’s heavy burdens of work 
and responsibilities take their toll of women’s health, 
though it may be too difficult to measure the effects 
with any degree of precision. 


Women’s nutrition is especially important — through- 
out their whole lives. During pregnancy and lactation, 
good nutrition is crucial for the woman’s and the 
baby’s health. If the mother’s diet before and during 
pregnancy is insufficient or her work load is too heavy, 
she may not gain enough weight to meet her own 
needs or those of the baby, and her own health will 
suffer. Lactation for these mothers may result in 
further depletion. A woman continues to require addi- 
tional energy and nutrient intakes while breast-feed- 
ing, to compensate for what she provides the baby. 


Besides not being able to get enough of the right 
foods, many women are not well informed about good 
diets. Nevertheless, even malnourished women are 
able to breast-feed successfully. The human body has 
adapted so as to ensure the survival of the species — 
but at a cost to the woman. This cost can be social as 
well as physiological. 


Why then do so many women say that they cannot 
breast-feed because they ‘do not have enough milk?’ 
The fact is that, besides the diet and liquid intake, 
which both influence the yield of milk, the woman’s 
psychological state is also very important. Emotional 
disturbances, stress and anxieties can interfere with 
the flow of milk. At the same time, the amount of milk 
depends on how often a woman breast-feeds and how 
strongly the baby sucks. Poor and infrequent stimula- 
tion of the nipple leads to less milk and earlier cessa- 
tion of lactation. 


The spacing and the number of pregnancies are 
crucial to women’s health and nutrition. The spacing 
of births, and the number of other children awoman 
already has, can also mean the difference between 
continued breast-feeding or not, and will influence the 
amount of time and energy a woman has for caring for 
her children and for other family responsibilities. 
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Women who breast-feed have delayed menstruation 
and ovulation after childbirth. They are therefore less 
likely to conceive than those who do not breast-feed. 
However, women in the various social and economic 
groups experience differences in the length of time 
that menstruation and ovulation are delayed; re- 
searchers suggest that the woman’s health and nutri- 
tion as well as breast-feeding behaviour (e.g. fre- 
quency and force of sucking) affect this process. If the 
baby is given supplementary foods or infant formula, 
there will be less sucking, and menstruation and 
ovulation will return earlier. 
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Women’s rights 


Contemporary women’s movements are complex and 
diverse. They reflect historical processes, social 

' class, culture, and political philosophy. Nevertheless, 
certain trends can be seen. During the 1960s and 
1970s, many women’s movements concentrated on 
the economic and productive roles of women and on 
fighting for equal rights with men in all areas. The focus 
was on the value of women’s contribution to society 
beyond their motherhood roles. Studies were made of 
the extent to which women work in all soheres, and the 
extent to which women’s productive roles support 
overall national development. These studies docu- 
ment the large proportion of time and energy which 
women devote to work inside and outside the home. 
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Now, however, more attention is being given to the 
roles of women as mothers. Women are reassessing 
the problems involved in being parents as well as 
wives, sisters, leaders, workers, members of 
churches, clubs, political parties, etc., and are working 
together to demand their rights to the services and 
support they need if they are to fill these multiple roles. 


A related and critical right is women’s right to health — Le 


and their right to choose how they wish to achieve 
good health. There is new concern about sexuality, 
contraception, pregnancy, childbirth, the menopause, 
the hazards of the workplace, breast-feeding, and 
child care. Women’s personal options are at stake as 
well as their collective power and involvement in the 
decision-making which determine policies, program- 
mes, and research in these areas. 


Certain groups within the women’s movement, mainly 
in the developed countries, consider the promotion of 
breast-feeding as ‘anti-feminist’, as amove designed 
to limit women’s roles to the home. Most women, 
however, assert their right to control the natural func- 
tions involved in their biological and sexual roles. This 
means choosing how many children they want (and 
when they want to have them) and being able to 
decide how they want to feed them. Breast-feeding is 
a natural, female function which women feel they have 
the right to decide upon and do. 
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Motherhood 


No discussion of breast-feeding can take place with- 
out looking at itas one part of women’s maternal role, 
which is central to the lives of the vast majority of 
womenin the world. Throughout recorded history, 
women have achieved status through motherhood. In 
many societies the number and sex of awoman’s 
children will determine her value and position in that 
society. Tasks related to motherhood have often 
limited women’s participation in the areas of produc- 
tion and development. 


The values given to motherhood in society are often 
contradictory; on the one hand, motherhood is 
revered and honoured; on the other hand, society as a 
whole offers little support to women as mothers. The 
expectation of what women ‘should’ do to be good 
mothers is often not backed by family, community, or 
governmentactions which will make this possible. 
Even where social policies are enacted to support 
motherhood, are they conceived as ‘benefits’ to 
women rather than as rights? Are they manipulative of 
women? Do they work against women in employ- 
ment? 


Joint responsibility for parenthood is not widely 
accepted, although it seems to be gaining ground. 
Educational components of health, family planning, 
and nutrition programmes still tend to be geared solely 
to mothers, to the exclusion of fathers. Such 
approaches reinforce the status quo by pushing the 


responsibilities and work of parenthood solely onto 
women. 


Social Support measures 


In view of women's very complex life-situations, pro- 
grammes to support women breast-feeding will have 
to cover a wide spectrum. They will have to affect the 
circumstances and attitudes which determine 
women's true options, so that women have genuine 
choices and — if they decide to breast-feed — can do 
so under the best conditions possible. 


Actions are needed in all development sectors: in the 
institutions in which women work, in the public com- 
munications systems, in educational establishments, 
in the health care services provided. Policies and 
programmes must give full support to women as 
mothers, since it may be impossible and is probably 
undesirable to separate out ‘breast-feeding-only’ 
Support measures. 
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LAWS AND REGULATIONS 


Maternity protection measures are usually in the form 
of laws, codes, regulations, decrees and policy state- 
ments issued by government authorities or institu- 
tions. Alongside these, there are also customary laws 
and religious codes. Such measures exist at different 
levels: national or federal, state or provincial, city or 
municipal, local or regional. Their application depends 
in large part on the social, economic, and political 
framework of the country, and on that country’s tradi- 
tional or colonial experiences. For example, in many of 
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the socialist countries, specific maternity protection 
legislation and regulations are applied in all work 
situations. In many areas of Asia, the Middle East, and 
parts of Africa, Islamic law forms part of the ‘secular’ 
legal provisions. Some groups of countries share 
similar legal systems, such as the Commonwealth 
nations and the French-speaking countries. 


There are also international codes or conventions 
which can be adapted for national legislation. The 
Conventions of the International Labour Office (ILO) 
concerning maternity protection set standards for 
such measures as maternity leave and maternity 
benefits, protection of pregnant women, and provision 
of facilities for nursing mothers and their infants. The 
most recent !LO Reports broaden the scope of 
maternal protection and include the obligation of 
employers to meet the needs of both men and women 
workers with family responsibilities, thus encouraging 
the sharing of parental responsibilities. 


Many national legislations include provisions for 
maternity leave, flexible working hours, part-time work 
options, breast-feeding breaks, creches or nurseries 
at places of work, facilities for the day care of children, 
and family allowances. 


In developing countries, such laws and regulations 
have extremely low or negligible coverage. Often, 
they are not applied because of the high costs to the 
government or industry. Employers may not apply the 


laws for other reasons or use them as an excuse for 19 


not hiring women. Also, most women work outside of 
the formal systems that are covered by the laws, so 
they are not even eligible for coverage. 


Even where such laws exist, women do not always 
know their rights, ormay notbe in aposition to demand 
them. Trade unions, being mostly male-dominated, 
often do not give priority to these measures. 
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FAMILY AND COMMUNITY SUPPORT 


There are other types of social measures, outside of 
the more formal structures, which support women and 
which are more locally oriented. These include 
‘extended family’ networks, mothers’ clubs, women- 
to-women support groups, community work-reduc- 
tion schemes, community cooperative arrangements, 
religious-affillated women’s associations, and other 
social networks which provide women with the back- 
up they need. Many are linked with national non- 
governmental organizations, including women’s 
organizations. They are mainly voluntary and built up 
from the grass-roots. 


For instance, in many areas — especially in North 
America, Europe, and urban areas of developing 
countries — breast-feeding mothers’ groups are be- 
coming widespread. They provide women with infor- 
mation and psychological support; many supply the 
medical knowledge needed by women if and when 
problems arise in breast-feeding. Other types of com- 
munity-based women’s self-help or mutual-aid 
groups exist which provide support to the new mother 
by contributing to her income so that she can remain at 
home after giving birth, or by helping with household 
chores or with the care of other children so that she 
has more time to breast-feed. Examples also exist of 
community cooperative day-care arrangements. 


There are examples from China of commune-leve! 
support. There women work fewer days per month 
and/or are assigned lighter work for fewer hours when 
they are menstruating, pregnant or breast-feeding. 
Support measures for carrying out domestic chores 
take the form of collective creches, nurseries, food 
processing, sewing clothes, and fuel collection. 


In all too many cases, these community support 
mechanisms are faced with constraints and are not 
always maintained. Many lack adequate funds, or 
time. In addition, they lack back-up from the health 
and other sectors. 


ALTERNATIVES 


Much more imaginative thinking is needed to develop 
Support measures that are realistic for poor women, 
whose options are so limited, and to develop realistic 
family policies which can be seen as positive compo- 
nents of overall national development. These have to 
be looked at in terms of: 


their relevance to the sociocultural situation: 
their economic feasibility; 
their capacity to reach all those in need: 


their compatibility with the aims of women’s and 
children’s health, so as to bring about women’s full 
and equitable participation in development. 


PRIMARY HEALTH CARE 


22 Such measures are part of the intersectoral ap- 
proaches to primary health care. They must be 
developed along with the essential elements of 
primary health care, which are: 


health education 

nutrition and food 

maternal and child health care 
family planning 

water and sanitation 
immunization 

disease control and prevention 
essential drugs 


treatment of common diseases and injuries 


All of these elements of primary health care have 
importance for women’s status and for the promotion 
of breast-feeding and good weaning practices; they all 
affect the health status of women and children, and 
they all are needed if health status is to improve. 
Primary health care is doubly important for women; 
because women — as half of the population — have 
equal rights to good health care, and because women 
are the main health care workers in the family and 
community. 


Role of women and 
women s organizations 


Women’s roles and experiences in the protection and 
promotion of breast-feeding are unique. It is ex- 
tremely important that women gain greater control of 
actions affecting this aspect of their lives. 


Women’s participation in promoting and protecting 
breast-feeding should be significantly increased. 
Some ways in which this could be brought about are: 


increased recognition and involvement of women’s 
organizations in community, national, and interna- 
tional efforts 


increased representation of women in activities of 
nongovernmental organizations, consumer groups, 
industry, trade unions, and the United Nations 
agencies 


increased involvement of women in policy formula- 
tion and decision-making at all stages of planning 
and implementation of related programmes. 
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WHAT WOMEN’S ORGANIZATIONS CAN DO 


Women's organizations and networks exist at many 
different levels within both governmental and non- 
governmental structures. Several international and 
regional women’s networks are now being strength- 
ened. There are special government women’s Offices, 
and national ‘umbrella’ councils comprising various 
voluntary associations and groups; there are numer- 
ous specialized nongovernmental organizations and 
religious groups at national and local levels; there are 
youth groups; there are women’s sections of political 
parties; there are grassroots and community-based 
organizations such as mothers’ clubs or nursing 
mothers’ groups. All have special roles to play. 


Women's organizations can be active as advocacy 
groups, as information providers, and as direct sup- 
port to women. 


They can be influential within different circles of 
society, exerting that particular social and political 
pressure which makes sense within their own envi- 
ronment. In fact, women’s organizations are ina 
unique position because they alone are able to define 
the conditions affecting women on the basis of 
women's very own experiences. 


Women's organizations ofall types have special con- 
tributions to make because they are concerned, by 
their very nature, with women’s lives as a whole: not 
with their health alone, not with their work alone, not 
with their education alone. They look at women as 
people in real life situations. 


Women’s organizations can do alot to promote better 
support for mothers, and to protect and promote 
breast-feeding. They can: 


raise awareness about women’s experiences 


survey trends in infant feeding practices and deter- 
mine the factors affecting them 


promote the enactment, implementation, and 
monitoring of national legislation concerning the 
marketing of breast-milk Substitutes, maternity pro- 
tection, and day care of children 


disseminate full and correct information about good 
infant feeding practices 


provide nursing mothers with information on how 
to avoid or solve problems with breast-feeding 


monitor practices in health care facilities, including 
maternity wards and hospitals 


contribute to national and international programmes 
for improving the status of women 


support women in coping with difficult situations 


promote the development and implementation of 
primary health care. 


These actions go hand in hand with raising awareness 
so that both women and men become conscious of 
the tasks, responsibilities, and joys of parenthood. 
What needs to be done? How can men and women 
work together as parents to do it? How can people 
cooperate with government services and program- 
mes to ensure that all families who want and need 
support receive it? What steps can women take 
collectively to help improve their situations? Activities 
connected with the promotion of breast-feeding are 
concrete examples. 
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LOCAL ACTION 


Women’s organizations and groups in any region, 
country, or area will be planning and carrying out 
activities according to what they themselves feel is 
appropriate in their situation. 


Actions can be taken as part of wider ‘women’s’ 
programmes or as part of primary health care; or they 
can be aimed directly at breast-feeding. 


Some examples of what groups have done or can do: 
Organize workshops and meetings to discuss the 
problems and solutions. 

Bring women together to share their experiences. 


Carry out a survey of women’s work situations, e.g. 
visit factories or plantations to see conditions 
first-hand 


ask women how they manage to breast-feed, or 
why they find it difficult to do so 


talk to employers; ask them about working 
conditions 


meet with trade unions to discuss job security and 
working conditions 


describe the different kinds of places in which 
women work. 


Review health facilities and maternity hospitals: 
check routines and practices 
ask how needed changes could be arranged 
see what kinds of posters and calendars are 
around 


check if health education is given to mothers 
about breast-feeding. 


Look into legislation; ask what kinds exist: 
what items are covered? 
whois eligible? who is not? 
are the laws being observed? 


Visit schools and make contacts with local teachers: 
see if information about health and nutrition is 
given 


provide teachers with good information 
encourage children’s school clubs to help in 
community gardens. 


Analyze community measures for the support of 
mothers: 
who takes care of the children of mothers working 
away from the home? 


are there cooperative mutual support groups, 
even if not formal? 


what kinds of help could these groups get which 
would make them more effective? 
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List the government agencies, programmes or 
community groups which may be contacted to help 
mothers directly. 


Start information campaigns: 
have educational materials prepared for women, 
using local languages 


consult local radio stations about broadcasting 
short ‘spots’ to promote breast-feeding 


link up with adult literacy programmes to incorpo- 
rate health and nutrition messages 


prepare articles for national or local newspapers 
and magazines 


contact well-known and respected women to 
support their efforts 


see how church or religious groups can help 


Meet with local or national health councils and 
promote actions for meeting women’s health needs 
and for primary health care. 


Join national groups to monitor the application of 
codes of marketing of breast-milk substitutes. 


This booklet cannot cover the issues and problems 
which are specific to each country. It can only be 
general. Women’s organizations in each country will 


want to prepare their own material and describe 
their own situation. 


For information about United Nations programmes 
concerned with women and development which may 
be able to support your activities, check with the 
UNDP Resident Representative’s office. For more 
information on breast-feeding and primary health 
care, consult the World Health Organization (WHO) 
Programme Coordinator, or the UNICEF Country 
Representative. 


lf you would like additional copies of this booklet, write 
directly to: 


Division of Family Health 

or Division of Public Information 
and Education for Health 

World Health Organization 
1211 Geneva 2/ 

Switzerland 
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